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Case Report
Abstract
Angiomatous polyp (Angiectatic nasal polyps) is rare and its incidence is 4-5% of all nasal polyps. As it occurs with variable
clinical features and there is no confirmatory preoperative investigation, clinical diagnosis can be a dilemma. Clinical picture of
angiofibroma, simple antrochoanal polyp and inverted papilloma may resemble with each other. As polyps invade surrounding
bone, these should be distinguished from a malignant mass. We present an interesting case of an infarcted angiectatic nasal
polyp with extensive surrounding bony destruction. Correct preoperative radiological diagnosis is important to avoid unneces-
sary extensive surgery. Histopathological evaluation of polyps is mandatory since they require different treatment due to dif-
ference in the prognosis.
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Introduction
The angiectatic polyps (ANP) account for only 4-5% of in-
flammatory nasal polyps 1 and have variable clinical features
and growth patterns.1, 2 It is also called nasal polyp with
hemorrhage and necrosis. In ANPs, there is prominent
component of dilated capillary-type blood vessels.1 The pol-
yp gets infarcted due to necrosis as the result of widespread
intraluminal thrombosis.2 These polyps can cause extensive
bone destruction due to local aggressiveness and can resem-
ble a neoplastic process and should be distinguished from
malignancy.3 These cases present with variable clinical fea-
tures and mimics with other pathologies including malig-
nancy. Few cases have been reported in literature.4 In this
report, we present a case of benign angiomatous nasal polyp
with local bony destruction.
Case Report
A 43-year-old female presented with 7 month old history of
right nasal obstruction, headache, epiphora, anosmia, and
swelling below the medial canthus of right eye. She com-
plained of epistaxis and blood stained nasal discharge. She
denied any visual disturbance. She took ayurvedic and ho-
meopathic treatment without any relief.
During the examination, a grey white polypoidal mass was
noticed. It was with irregular ulcerated surface with hemor-
rhagic areas filling the whole right nasal cavity. Mass was
pushing the septum to left and thus causing her medial can-
thus to bulge. A probe could be passed all around the mass
except the lateral wall. Bleeding occurred on probing.
There was a large heterogeneously enhancing soft tissue
mass of size 6.3 × 6.7 × 6.1 cm in right sinonasal cavity (Fig-
ure 1).
FIG. 1: Axial view of enhanced computed tomography
Mass was extending superiorly into ethmoid sinus with de-
struction of septa. Bulging of medial wall of left orbit was
seen. Mass was extending laterally into masticator space with
erosion of lateral wall of maxillary sinus. Mass was extending
posteriorly also into right pterygoid plates with erosion of
right medial pterygoid plate. Mass extended into the in-
fratemporal fossa through pterygomaxillary fissure (Figure 2).
This was suggestive of a neoplastic etiology.
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Small biopsy sent for primary morphological diagnosis re-
vealed benign sinonasal polyp with prominent squamous
metaplasia and oncytic epithelium with senescent atypia
changes. Mass was excised almost completely through the
transnasal route using 0° and 45° nasoendoscopes. The mass
was seen arising from right maxillary antrum, enlarging the
ostium, extending superiorly to anterior ethmoidal complex
and posteriorly to nasopharynx. Bone erosion, destruction of
maxilla and involvement of the infratemporal fossa through
pterygomaxillary fissure was a unique feature. Significant
amount of bleeding occurred intra operatively which re-
quired 3 units of blood transfusion. Postoperative period was
uneventful.
FIG.2: Sagittal view of enhanced computed tomography
Multiple grey white irregular tissue pieces were excised.
Grey brown polypoidal mass measured 3 × 2 × 1 cm and 3 × 1
× 1 cm respectively. Histopathological examination revealed
benign sinonasal polyposis with focal squamous metaplasia
and mild dysplasia. No evidence of malignancy.
Post operatively the patient improved. The swelling on the
medial canthus of right eye disappeared. The patient was
discharged after 7 days. No sign of recurrence after 3 Months
postoperative follow up.
Discussion
Depending upon the basis of predominant stromal eleme
nt, inflammatory sinonasal polyps are classified into five
types: edematous, glandular, fibrous, cystic and angioma-
tous/angiectatic polyp. Mostly, they present as soft, gelati-
nous translucent polypoidal, painless mass with nasal dis-
charge. They result in gradual obstruction of the nasal cavity.
Other presenting clinical symptoms are loss of smell sensa-
tion, epistaxis, exophthalmoses, proptosis and visual dis-
turbances. ANPs may be a variant of sinonasal polyps and are
usually derived from antrochoanal polyps. Their vascular
supply is proneto compression.2
It is hypothesized that initial vascular dilatation/ectasia, ex-
travascular edema and possibly infarction develop due to
vascular compromise. There may be reactive and reparative
changes with neo-vascularisation and result in formation of a
polyp. Angiectatic nasal polyps are considered to be a variant
of antrochoanal polyp.5 Predominant features of infarcted
ANPs are clusters of ectatic blood vessels surrounded by
abundant fibrin-like eosinophilic extracellular material 4 and
superimposed fibrinoid necrosis, luminal thrombosis of ec-
tatic blood vessels.1, 2, 3, 6 These polyps can grow very fast and
thus result in bone erosion that could mimic malignancy
clinically and thus result in diagnostic dilemma.3
In angiectatic polyps, scattered atypical pleomorphic spindle
cells (Myofibroblasts) in the stroma are quite common
whereas less common in sinonasal polyp.1, 7 Non epithelial
tumors of the nasal cavity and nasopharynx are usually vas-
cular tumours.8 Due to prominent vascular component of
ANPs, there is diagnostic dilemma mainly with capillary or
cavernous hemangioma9 and nasopharyngeal angiofibroma.10
The vascular lamina of cavernous hemangioma is usually
larger than those of angiomatous polyp.6 Histomorphology,
age, sex, and site helps in differentiation. Angiofibroma oc-
curs in young males, whereas sinonasal angioma do not show
age or sex predilection. Sinonsal angiomas occur more often
in the anterior nasal septum, the turbinate and vestibule. The
presenting symptoms are common in both diseases.
Correct diagnosis is necessary, as they require diinoid necro-
sis, luminal thrombosis of ectatic blood vessels.1, 2, 3, 6 These
polyps can grow rapidly, causing bone erosion that could
simulate malignancy preoperatively.3 Scattered atypical
pleomorphic spindle cells (Myofibroblasts) in the stroma are
part of reactive secondary changes are common feature of
angiectatic polyps and rarely seen in sinonasal polyp.1, 7
However, other vascularised fibromatous angiomatous
polypsdo not show deposition of pseudoamyloid- like eosin-
ophilic material, superimposed fibrinoid thrombosis and
fibrinoid necrosis of blood vessels wall, or pseudosarcoma-
tous stroma.
Accurate diagnosis is mandatory since management and
prognosis are different in both the conditions. It is problem-
atic to differentiate angiomatous polyp from juvenile angio-
fibroma clinically and may need to rely on imaging features
and pattern of growth for distinction between these two
entities. On CT scans, angiomatous polyps appear as
non-enhancing or minimally enhancing nasal vault masses
without pterygopalatine fossa involvement. Whereas angio-
fibroma has typical hypervascular appearance in contrast to
angiomatous. Polyp and usually extend the through the roof
of nasopharynx into the sphenoidal sinus and pterygopala-
tine fossa. Rarely ANPS can also invade into sphenoidal sinus
11 and ethmoidal sinus.6
Conventional magnetic resonance imaging (MRI) is a better
modality for preoperative diagnosis of the angiomatous nasal
polyp, and show characteristic hypointensity on T1 weighted
images and internal heterogeneous hyperintensity with a
peripheral hypointense rim on T2 weighted images, as well
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as and strong nodular and patchy enhancement on postcon-
trast MRIs.2, 9, 11Moreover, progressive enhancement on DCE
MRI is very important diagnostic clue.9 Areas of mixed signal
intensity on T2 weighted images are supposed to be caused
by the extensive areas of organized thrombus and necrosis in
that part of polyp and the peripheral hypointense rim on T2
weighted images due to old microhemorrhage with hemo-
siderin deposition on the surface of the polyp.2 Post contrast
strong enhancement of nasochoanal portion of ANP suggest
extensive vascular proliferation and ectasis.2
Angiography may be used for early diagnosis and to differ-
entiate ANP from juvenile angiofibroma.2 ANPs show hypo-
vascular or avascular appearance on angiography due to their
irregular racemose arrangements of dilated capillary-type
vessels, in contrast to normal arborizing pattern of vascular-
ity.11 Specific locations of angiofibroma in pterygopalatine
fossa with absent flow voids on MRI can have characteristic
histologic features of stellate and staghorn blood vessels set
in. Compression by cellular fibroblastic stroma differentiates
it from ANPs, which have racemose aggregates of irregularly
shaped dilated capillary-like blood vessels.1, 2 However, cor-
rect diagnosis can be based on its anatomic location and as-
sociation with inflammatory edematous sinonasal polyp.2 If
there is pseudoepitheliomatous hyperplasia of the surface
epithelium of ANP then it should be differentiated from
squamous cell carcinoma and histopathology is mandatory to
prove the diagnosis.
Most ANPs arise in maxillary sinus and extend towards the
choana and into the nasopharynx 2, 9 and the most common
symptoms are nasal obstruction and recurrent epistaxis.
Gradual enlargement of the lesion may cause erosion, dis-
placement of the adjacent bony structures, cheek swelling,
and exophthalmos to manifest.6 There are no clear guidelines
for management; however, the transnasal endoscopic surgi-
cal excision continues to be the treatment of choice. Progno-
sis is good and recurrence is rare.4
Conclusion
Angiectatic polyps present with atypical features. ANPs are
benign and may behave more aggressively than other angi-
omatous polyps and may mimic malignancy. Hence, alert-
ness of their presence and morphology is very significant for
proper management.
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